Dr. PARKES WEBER also agreed that in this case there was probably true syphilitic pulmonary fibrosis present. He suggested that it would be easier to discover cases of true pulmonary syphilis amongst patients with syphilitic disease of the heart and aorta than amongst vast numbers of patients under treatment at hospitals or elsewhere for diseases of the lungs.
Dr. PHILIP ELLMAN (in reply): The pulmonary manifestations of acquired syphilis are undoubtedly rare. The congenital type of the disease is, of course, well recognized, the wellknown white lung or " pneumonia alba " of Virchow seen in the faetus or newly-born infant need not concern us here. The acquired type, however, has been the subject of much controversy. Kingston Fowler found only twelve specimens of pulmonary syphilis in all the museums of the London hospitals and the Royal College of Surgeons Museum, and of these two were doubtful. Osler states that among 2,500 autopsies at the Johns Hopkins Hospital there were twelve cases in which syphilitic lung lesions were found.
Despite this rarity it can and does occur. It may be that, as Dr. Parkes Weber suggests, if cases of cardio-aortic syphilis were specially examined from the lung point of view pulmonary syphilis might be found rather more frequently. Others suggest that the condition may be found more frequently than one supposes. if the cases of pulmonary tuberculosis with negative sputum, where there are destructive changes (softening and excavation) associated with hectic phenomena and wasting, were examined more completely to exclude syphilis. Be that as it may, we have to recognize from the experience of expert pathologists and clinicians that the disease is a rare one.
Three varieties of pulmonary syphilis are recognized: (1) Gummatous variety, the gummata varying in size from a hempseed to a walnut. They may occur almost anywhere in the lung parenchyma but they show a special predilection for the hilum of the lung. Softening and cavitation with hectic fever, etc., may sometimes occur, rendering the diagnosis from pulmonary tuberculosis somewhat difficult. (2) A type with consolidation and catarrhal changes may occur, the area of consolidation being either single or multiple (bronchopneumonic).
(3) Finally, as in the case shown, there is the type showing diffuse fibrosis with or without bronchiectasis.
The present case is one of cardio-aortic syphilis with pulmonary fibrosis and bronchiectasis. Lipiodol has not, as yet, been injected, because of the diffuse aneurysmal dilatation of the aorta. There is no evidence of Ayerza's disease. Radioscopy shows no prominence of the pulmonary artery and there is no marked cyanosis or erythrocytosis.
It might be suggested not unreasonably that the X-ray appearances of the lungs are those of chronic congestion but, unlike congestion, the air-content of the lungs is within normal limits, the intercostal spaces are not widened and radioscopic examination of the lungs shows marked limitation of lung expansion on the screen. These criteria, as pointed out by Dr. Kerley1, are distinguishing features between fibrosis and chronic congestion. Dr. Kerley has, in fact, seen this film and regards the lung appearances as being those of fibrosis, not of congestion.
There is, therefore, little doubt that this is a case of pulmonary syphilitic fibrosis associated with cardio-aortic syphilis. The skiagrams taken on 14.8.31, and 14.12.32, show that there has been an appreciable response to anti-specific treatment, the degree of fibrosis being less marked in the later film. The patient (J. W.), a young unmarried woman, aged 22, of fairly good general condition (not fat), had transient pain and swelling in the right ankle during one night in August, 1933. Later she had pain in the metacarpo-phalangeal joint of the left ring-finger (which has since passed off). She then developed sudden painful swelling of the metacarpo-phalangeal joint of the right thumb and, soon afterwards, of the interphalangeal joint of the left thumb. A radiogram (September 6) shows changes suggestive of gout in both these joints (see figure) . The blood-Wassermann and Meinicke reactions are negative, and the Pirquet cuti-reaction is weakly positive, as it is iu most normal adults. No tophaceous deposits in the ears or elsewhere. No history of plumbism or other cause of acquired gout. The blood uric acid was found to be high on September 7, but not on September 30.
Gout in the
The patient's father (C. W.), aged 64, has come up with his daughter. He is a red-faced corpulent man, who says that since 30 years of age he has suffered from recurrent gout in various joints, and that for the last four years he has been invalided by "gouty arthritis of the right knee." The father's father, who died in 1914 at the age of 63, had been subject to attacks of gout from about the age of 30.
Dr. VINCENT COATES said that he was interested to see typical gout in so young a %voman. Although cases had been reported occurring earlier in life, the occurrence was pncommon. The earliest case that he had seen personally was that of a boy aged 13. In this instance the diagnosis of rheumatoid arthritis had been made previously but the blood uric acid was abnormally high and the boy had completely recovered from his disability on the adoption of anti-gout treatment; the following year he had a typical attack of acute gout in one of his joints. It had been stated that gout was on the wane; while this was true in a measure, there were still a great many cases of gout but this disorder had become protean in character so that it should now be looked for in three principal forms: (1) frank tophaceous gout with acute attacks in the joints; (2) the type which simulated rheumatoid arthritis, the differential diagnosis from which required skiagrams and blood uric acid estimations; (3) the type which might be called covert gout, occurring in individuals with a family history of gout and complaining of " rheumatism " in the hands or joints, the real nature of the complaint being revealed by radiograms, blood estimates and appropriate treatment.
He had never seen a case of ab-articular toDhaceous gout in women.
Spina Bifida Occulta with Trophic Changes in the Legs.-GERALDINE BARRY, F.R.C.S., M.S. Miss G. A., aged 25. History.-Patient was born wii,h a hairy mole over the lumbar spine; as a child she had some difficulty in the control of the bladder; her legs have always been thin and weak; she tires easily on walking and cannot run. For some months past, on her big toes, she has had painful ulcers which do not heal.
